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This self-study CE course is written for dentists, 
dentalnyg ienists, and dental assistants. 
EDUCATIONAL 
OBJECTIVES 
After reading this course, the 
participant should be able to: 
1. Explain how to best assess patients 
with Alzheimer disease (AD) and 
provide patient communication. 
2. Discuss strategies for treating this 
patient population. 
3. Identify ways to help patients with AD 
and their caregivers perform effective 
oral hygiene . 
By Jafar Alabdullah, BS, MS, and Ahmed Almuntashiri, RDH, MSc 
STRATEGIES 
FOR SAFE AND 
EFFECTIVE R ATMENT 
OF PATIENTS WITH 
AlZHEIMER 
DISEASE 
ORAL HEALTH PROFESSIONALS NEED 
TO BE PREPARED TO TREAT INDIVIDUALS 
WITH VARYING STAGES OF THIS 
NEURODEGENERATIVE DISORDER. 
lzheimer disease (AD) is a progressive neurodegenerative disorder that causes 
cognition impairment and memory loss, affecting activities of daily living. 1 In the United 
States, an estimated 4.5 million people have AD and this figure is expected to reach 14 
. million by 2050. 2 The population affected by AD across the world is projected to 
increase to 81.1 million by 2040. 3.4 Because patients with AD experience a deterioration of their 
mental functions, patients need more help with their activities of daily living, including oral 
hygiene, as their AD progresses. Studies have found that individuals with AD often experience 
poor oral health. 5·6 As advanced age is a risk factor for AD and the number of older adults in the 
US continues to rise, oral health professionals must be knowledgeable about treating patients with 
this neurodegenerative disorder .7 
ASSESSMENT 
Patients with early or mild stages of AD are still able to perform most of their own oral hygiene care 
(Table 1).8 Because AD is a progressive disease, oral health professionals should assess patients with 
AD at every visit to evaluate their ability to perform self-care. Talking with both caregivers and 
patients is recommended. Caregivers should be contacted 1 week to 2 weeks in advance of the 
appointment to update patients' health, dental, and pharmacologic histories .9 A comprehensive 
examination, including radiographs, should be conducted on each patient with AD. The earlier the 
screening for oral conditions, the more effective the application of preventive procedures can be. 
All of these efforts will help to prevent the deterioration of oral health among this population. 10 
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APPOINTMENT 
When a patient is diagnosed with AD or dementia, caregivers should be advised to schedule 
regular appo intments with the patient's dentist and dental hygienist . Appointments should be 
scheduled when the care setting is the least crowded . The same treatment area and the same 
oral health professional should be used at every appointment; this 
bit of familiarity may decrease the patient's agitation and increase 
cooperation .4 TABLE 1. Impairment Associated with Stages of Alzheimer Disease 8 
Patients with AD should maintain regular dental checkups every 
6 months or less (based on each patient's stage of AD and needs) 
for continued care, in order to maintain oral health and to prevent 
the progression of periodontal diseases. 10•11 Careg ivers may have 
difficulty getting patients with AD to appointments on time; 
providers should be prepared for early or late arrivals . In the event 
of difficulty, the visit should be rescheduled; forcing a patient to 
receive care may lead to aggressive behaviors.11 Some patients may 
need ant i-anx iety medications to control their stress and/or their 




• Memory loss 
• Forgetfulness 
• Spatial disorientation 
• Inability to perform complex 
routine activities 
• Errors in judgment 
• Neglect of appearance 
• Inability to find objects 
• Denial of deficits 
Communicating with patients with AD can be challenging, and oral health professionals need to 
demonstrate empathy. 12 When communicating verbally, simple, short sentences should be used 
as well as a soft tone of voice. In addition, pat ients with AD may face difficulty in describing their 
feelings and oral symptoms. 13•14 Written treatment plans and self-care instructions can be given 
both to patients and caregivers in order to increase compliance . If information needs to be 
repeated , the exact original words and manner should be used to avoid any confusion or misun-
derstanding .12 
Patients with AD should be encouraged to express their ideas and feelings. For example, 
asking a patient about hobbies, favorite sports teams, or family may facilitate care and compli-
ance, which helps foster inclusion in the decision-making process. 15 However, the caregiver 
should be consulted before the patient with AD is included in the decision-making process. 15 
Nonverbal communication, such as direct eye contact, empathetic facial expressions, and 
supportive body postures, may assist in commun icating with patients with AD . Patting the 
patient's shoulder and smiling can help to decrease anxiety and increase cooperation. Demon-
strating the procedures to be performed can alleviate fear and encourage cooperat ion .16 Oral 
health professionals should treat patients with AD w ith the utmost compassion and respect.17 
Even though caregivers should be involved in decision making, talking about patients as if 
they are not in the room, or treating patients as if they are children, should be avoided. 11 The 
presence of caregivers in the treatment room is an asset to both patients and providers, as 
they can reassure patients and help oral health professionals understand patients' speech and 
body language. Dental professionals play a crucial role in ensuring that family members or 
caregivers know how to perform oral hygiene tasks with/for the patient and ensuring they are 
willing to do so.11 
TREATMENT CONSIDERATIONS 
Dental treatment, behavioral management, and oral care for individuals with AD is dependent 
on the stage and severity of the AD, and caregivers or family members must be involved. 18 
Appointments with patients who have early stage AD may proceed normally. However, they 
may need to be helped into the dental chair; the clinician may hold the patient's hand and 
softly and slowly speak to guide him or her to the correct position. If the patient does not like 
the supine position, he/she should not be fully reclined, in order to preserve his or her feelings 
of control and safety. 
Patients in the more severe stages of AD can be extremely uncooperative. Performing their 
oral screening or treatment can be challenging; therefore, sedation or general anesthesia is 
Stage 2 
Moderate Impairment 
• Increasing memory loss 
• Flat effect 
• Wandering 
• Sudden mood change 
• Repetitive movements 
• Constant motion 
• Unclear speech 
• Restlessness at night 
• Sensory deficits 
• Intensified personality deficits 
Stage 3 
Severe Impairment 






• High risk of infections 
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TABLE 2. Oral Side Effects of Medications Associated with Alzheimer Disease 8•26 
Medications 
Anticholi nesterases 
(tacrine, donepezil, metrifonate, 
galantamine) 
Oral Side Effects 
Decreases function of local anesthetics, 
glossitis, xerostomia 
Dental Management 
Take caution when administrating local 
anesthetics 
N-methyl-D-aspartate eceptor inhibitor No significant effects or complications N/A 
(memantine) reported 
Antidepressants 
(lricyclics and serotonin uptake 
inhibitors) 
Anti psychotics 
(butyrophenones and phenothiazines) 






lnteracls with epinephrine in the local Epinephrine should be used with 
anesthetic, xerostomla, postural caution; use small mounts and aspirate; 
hypotenslon, extrapyramldal symptoms contraindicated with norepinephrine 
Xeros1omla, root caries, per}.odontal 
diseases, mucosiUs, orthostatic 
hypotenslon Qrtardlve dyskinesia, 
extfllpyramidal symptoms 







Ask the pijyslclan lo change 10 an 
alternative drug wl\h fewerxeroslomic 
effects; use fluorides and sallva·ry 
substitutes;• rl k of orthostatic 
hypotension (falls) 
Use fluorides and saliva substitutes. 
There is a risk of orthostatic hypotension 
(falls). 
Sit patient up for 5 minutes to 6 minutes 
prior to release. 
Stress reduction to prevent aconvulsive 
episode. 
and caregivers on effective oral hygiene techniques, products, and devices, based on the 
stage of AD (Table 1 ).28 Caregivers may not have the knowledge or skills necessary to provide 
dental care.29 Supervision of patients with AD is crucial; caregivers must remind patients to 
perform oral care at least once a day and must make sure they clean and remove their dentures 
before sleep. 10 
All patients with AD do not share the same cognition level; some may be able to accomplish 
a complex task, but unable to complete a simple activity. During the middle stages of AD, the 
cognition status of the patient deteriorates, and apraxia and apathy lead to a lack of interest 
in, and a lack of capacity to execute suitable oral hygiene practices. 30 
Family members/caregivers should be involved in the oral healthcare plan discussion in 
order to help with any questions patients may have. Demonstrations and hands-on practice 
are needed to assess mastery. 31 Caregivers can post photographs of oral hygiene procedures 
in the bathroom to remind patients of toothbrushing or interdental cleaning. 4 
In the late stages of AD, patients become more reliant on caregivers for self-care. Despite 
the fact that a power toothbrush may be easier for caregivers to use on a patient with AD, the 
noise and vibration may disturb the patient. Mouthrinses are contraindicated due to swallowing 
risk. Flossing can be difficult for patients with AD; therefore, the use of an interdental brush is 
recommended. 25 Caregivers should be encouraged to perform oral care at the same time every 
day, as a routine will facilitate cooperation. 4 Caregivers face daily challenges; therefore, it is 
important to provide positive reinforcement to both patients and caregivers in order to keep 
them motivated. 
Finally, due to the gradual deterioration of their mental capabilities, patients with AD are 
more at risk for dental diseases than healthy people. As such, patients with AD need special 
care and treatment in dental clinics. Oral health professionals should remain knowledgeable 
about effective strategies for treating this patient population. G) 
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1. In the United States, how many people are estimated 
to have Alzheimer disease (AD)? 
A. 2.4 million 
B. 4.2 million 
C. 4,5 million 
D. 5.4million 
2. The population affected by AD across the world is 
projected to increase to how many by 2040? 
A. 81.1 million 
B, 10.8 million 
C. 18million 
D. 28million 
3. Caregivers should be contacted how long in advance 
of the appointment to update patients' health, dental, 
and pharmacologic histories? 
A. 1 week 
B. 1 week to 2 weeks 
C. 2 weeks to 3 weeks 
D. More than 4 weeks 
4. Which of the following is a sign of AD stage 3, severe 
impairment? 
A. Confinement to bed or chair 
B. Unresponsiveness 
C. Rigidity 
D. All of the above 
5. Appointments for patients with AD should be 
scheduled when the care setting is the least crowded. 
True 
False 
6. Caregivers should be involved in decision making and 
talking about patients as if they are not in the room, or 
treating patients as if they are children is appropriate. 
True 
False 
7. Which of the following may help patients with AD 
manage dry mouth? 
A. Over-the-counter mucosal lubricants 
B. Saliva substitutes 
C Saliva stimulants with xylitol 
D. All of the above 
8. Which of the following is an oral side effect of 
anticholinesterases? 
A. Decreases function of local anesthetics 
B. Glossitis 
C. Xerostomia 
D. All of the above 




C. Taste loss 
D. Xerostomia 
10. Which of the following leads to a lack of interest in, 
and a lack of capacity to execute suitable oral hygiene 
practices? 
A. Deterioration of patient's cognition status 
B. Apraxia 
C. Apathy 
D. All of the above 
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